Objective: Odontogenic myxofibroma is a rare, benign, but locally aggressive neoplasm found exclusively in the jaws. It has a predilection to occurs in the 2nd-3rd decade. The lesion often grows without symptoms and presents as a painless swelling. Most common clinical variant is associated with the impacted tooth and shows local invasion. Methods: A 15-year-old girl with a slow growing, painless swelling in the left mandibular region since 2 years. A radiological examination revealed a multilocular radiolucency extending from first molar up to coronoid process with impacted 3rd molar. Biopsy was done and the histopathological examination showed a myxofibroma.
Introduction
Odontogenic Myxofibroma (OM) is a rare benign neoplasm characterized grossly by mucoid or grey-ish-white gelatinous tissue and is thought to be of mesenchymal or ectomesenchymal origin.
1-6 These slow-growing tumors consist of an accumulation of mucoid ground substance with little collagen, the amount of which determines whether they are called myxofibromas. A myxofibroma of the bone is a rare lesion, which occurs almost exclusively in the jaws. In some cases, a myxoma is an aggressive tumor capable of extensive local infiltration and bone destruction and it can spread into adjacent soft tissues. Odontogenic myxomas are asymptomatic. Pain, paresthesia or asymmetries occur only when they take on larger sizes. The mandibular is involved more often than the maxilla and most reports show a slight predilection for females. The angle of the jaw, ramus, and adjacent molar region are most commonly affected. The anterior mandibular is involved less frequently than the posterior mandibular and ramus. Myxomas usually occur in the 2nd and 4th decades of life, with a peak in the 3rd decade.
7-14
Radiographically, the tumor presents as a unilocular or multilocular radiolucent lesion with well-defined borders with fine bony trabeculae within its interior structure expressing a "honeycombed", "soap bubble" or "tennis racket" appearance. Unilocular appearance may be seen more commonly in children and in the anterior parts of jaws. Displacement of teeth is a relatively common finding, root resorption is rarely seen and the tumor is often scalloped between roots.
9,15-18
A histological characteristic of this tumor resembles the mesenchymal portion of a tooth in development. OM consists of rounded, spindled, fusiforms and star cells arranged in a loose, abundant myxoid stroma with few collagen fibrils. Small islands of apparently inactive epithelial odontogenic rests may be scattered through the myxoid substance without any capsule.
9,15
Management vary from conservative approaches, such as curettage or enucleation, to more aggressive lesions requiring en bloc resection.
7,8,15
Because of its high rate of recurrence, especially due to its gelatinous and mucous aspect and having no capsule, surgical treatment through bone resection is the most indicated treatment modality, followed by long-term follow up.
9
In this article, we present a case of hemimandibulectomy of large OM occurring in the mandibular of a 15 year old girl patient followed by immediate AO plate reconstruction and review of the literature. Extra-oral examination revealed an ovoid, hard swelling in the left posterior mandibular, extending to the ramus causing mild facial asymmetry. The swelling had a smooth surface and indistinct borders. Intra-oral examination revealed an ovoid, firm to hard non-tender swellingwith diffuse borders and smooth surface extended medially with lifting base of the tongue figure 1.
The vestibular space was obliterated and mandibular left second molars were missing. The regional lymph nodes were not palpable. Provisional diagnosis of a benign odontogenic tumour of left mandibular region was given.
Patient was advised panoramic radiograph and the result revealed large multilocular radiolucency extending from first molar up to coronoid process with impacted 3rd molar. It also showed fine, lacy trabeculation as well as angular septae at various sites giving rise to different geometric forms and largely a soap bubble appearance. Figure 2 At this point, clinical and radiographic features were suggestive of a locally invasive benign odontogenic tumour. Differential diagnosis or the same included ameloblastoma odontogenic myxofibroma and keratocystic odontogenic tumor.
To investigate further, incisional biopsy of the lesion was done, followed by histopathological evaluation. Based on histopathological features a final diagnosis of odontogenic myxofibroma was made. Figure 3 Management for odontogenic myxofibroma depends upon the extension of the lesion. However, considering the non capsulated nature of the tumour, tendency to infiltrate locally, extent of the lesion and mandibular cortex damage, aggressive hemimandibulectomy with immediate AO plate reconstruction was decided.
Under general anesthesia, the patient underwent excision of the lesion along with hemimandibulectomy with immediate reconstruction of mandibular with AO plate. A submandibular incision pararel with inferior border of mandibular and vestibular incision intra orally along the lesion was used as an approach. An AO plate was contoured and fit to the mandibular border to have appropriate facial projection. Osteotomies were accomplished with a reciprocating saw at distal first premolar margins. No curettage was necessary as the specimen included the entire tumour. The wire maxillomandibular fixation (MOM) was installed to maintain occlusion. The patient left the hospital on the fourth post operative day and the rubber MOM was maintain for 2 months. The patient will be followed up closely for 2 years figure 4. 
CASE REPORT

Discussion
OM are benign but locally aggressive odontogenic tumors which affect almost exclusively the jaws. The mandibular is more frequently affected than the maxilla with a predilection for the posterior region in the both jaws. 1, 8 Most of the cases reported were diagnosed between the second and fourth decades of life with a peak in the third decade. The majority of OM are asymptomatic, even though few patients were reported to have increasing pain associated to invasion of surrounding structures. Apparently, patients with posteriorly located tumors had a late diagnosis and bigger lesions when compared to those with anteriorly located tumors. This is probably due to more visible disfigurement when the lesions are located in the anterior area.
1,8,16
Radiological examination plays a crucial role for the differential diagnosis of OM, which includes other pathological conditions like: odontogenic fibroma, fibrous dysplasia, ameloblastoma, keratocyst odontogenic tumor, central giant cell granuloma. 8 Similarly to other odontogenic tumors, terms such as "soap bubbles", "ground glass" or "tennis racquet appearance" have all been used to describe the radiographic appearances of these lesions. 1 The tennis racket appearance where the bony septae appear as triangular, square or rectangular compartments with very fine trabeculation within them is the most common.
9,15,16
The gross appearance of the surgical specimen which displayed a hard-fibrous consistence, could lead the surgeons toward the hypothesis of a myxomatous lesion. As for the other odontogenic tumors, definitive diagnosis of OM is based on histopathologic evaluation. 1 In case of big lesions, a biopsy may be necessary to establish the nature of the tumor and to plan the therapeutic approach. Histopathologically odontogenic myxomas are characterized by embedding of stellate and spindle-shaped cells in a richly myxoid extracellular matrix. Collagen is usually present scarcely, however higher amounts of collagen may be present in some cases.
16,18
Surgical excision has been reported as the treatment of choice. No agreement exists on the extension of surgical margins. Radical treatment (e.g. en bloc resection) is suggested by some surgeons on the basis of characteristics of OM such as the locally aggressive nature, the possible large size and tendency to recur. Recurrence is probably associated to local invasion into cancellous bone beyond radiographically visible margins in absence of tumor encapsulation. Recurrence rate can apparently be reduced with a more aggressive treatment by performing a partial or complete segmental bone resection with tumor free margins of 1.5 cm. The patient should be monitored for at least three years after the surgical intervention as the recurrence rate seems to be higher during this period.
1,14,18
The AO reconstruction plate has been used in mandibular reconstruction since the late 1970s. Komisar, et al reported their experience with AO plating for mandibular reconstruction and they were strong proponents of this form of reconstruction because of the ease in applying the prosthesis, the low perioperative morbidityrate, the excellent cosmetic results,and the possibility of rapid rehabilitation of mastication and deglutition.
19
Conclusion
OM has variable radiographic findings, but fine trabeculations forming at left angle are highly suggestive of odontogenic myxofibroma. A biopsy is required to confirm the diagnosis. A radical surgical approach is recommended for OM because of their higher reported recurrence rate. In addition, a long term follow-up is needed. 
